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myxomas), and to manage a possibly associated valve
disease.2
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Brief Clinical ReportsAn unusual case of a strangulated lung hernia after an Ivor Lewis
esophagectomy
Rony Atoui, MD, MSc, Lawrence Lee, and Lorenzo Ferri, MD, PhD, Montreal, Quebec, CanadaIntercostal lung herniation is a rare condition that most com-
monly occurs after a traumatic event or through a congenital
defect. We report an unusual case of a right lung hernia after
an Ivor Lewis esophagectomy that was found to be strangu-
lated and necrotic, requiring a wedge resection.
CLINICAL SUMMARY
A 30-year-old morbidly obese man with distal esophageal
adenocarcinoma underwent an uneventful Ivor Lewis
esophagectomy and thereafter had 3 cycles of docetaxel
(Taxotere), cisplatin, and 5-flourouracil chemotherapy. An
en-bloc resection with 2-field lymphadenectomy was
performed through a laparotomy and right thoracotomy,
and a hand-sewn esophagogastric anastomosis was gener-
ated cephalad to the azygous vein. The ribs were reapproxi-
mated with 4 interrupted figure eight, no. 1, nonlooped
polydioxanone sutures. Postoperatively, the patient actively
and enthusiastically participated in chest physiotherapy, in-
cluding early ambulation and forced coughing. On postoper-
ative day 8, he had intermittent low-grade fever; however,
a barium swallow and a chest computed tomographic (CT)
scan did not reveal an anastomotic leak or mediastinal
abscess. On postoperative day 11, he experienced a sudden
onset of right chest pain and dyspnea after an episode of vig-
orous coughing. Evaluation of the pleuritic pain revealed
a localized tender bulge measuring 10 3 5 cm at the level
of the thoracotomy incision associated with massive subcu-
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CT scan of the chest revealed a large right pneumothorax as-
sociated with a herniation of a segment of the right lung pa-
renchyma (Figure 1). On review of the previous CT scan, an
uncomplicated minor lung hernia was evident.
The patient was brought to the operating theater after
inserting a thoracostomy tube to relieve the pneumothorax.
On entering the thoracic cavity, we confirmed the presence
of a strangulated and necrotic right middle lobe hernia
entrapped between the surrounding ribs (Figure 2). A wedge
resection of this segment was performed, and the ribs were
reapproximated with no. 1 looped polydioxanone sutures.
FIGURE 1. Preoperative computed tomographic scan of the chest demon-
strating the herniation of a segment of the right lung associated with
a pneumothorax.ardiovascular Surgery c Volume 138, Number 2 495
Brief Clinical ReportsFIGURE 2. A, Intraoperative photograph showing the necrotic segment of the right middle lobe on exploration. B, Gross specimen of the excised segment of
this right middle lobe. Note the infarcted area with hyperemic borders.The patient tolerated the procedure well and was discharged
home 3 days later.
DISCUSSION
Lung herniation is a distinctly rare entity, regardless of its
location and cause, with approximately 300 cases reported in
the literature since its initial description more than 5 centu-
ries ago.1 They can be classified according to their cause
(congenital or acquired) or anatomic location (cervical,
thoracic, or diaphragmatic).2 Acquired hernias can be trau-
matic, spontaneous, or caused by neoplastic or inflammatory
processes. Traumatic hernias have been reported as a result
of falls, motor vehicle accidents, and penetrating chest
trauma.3 Furthermore, lung hernias have been described
after operative procedures, such as thoracotomy or thoraco-
scopic scars, or even at sites of previous chest tube inser-
tions.
Patients at highest risk for lung hernia appear to be those
with increased intrathoracic pressures, such as those with
morbid obesity or end-stage chronic obstructive pulmonary
disease.1 Other risk factors include tissue weakness or poor
healing from malnutrition, steroids, diabetes, or other
comorbidities. In our patient his body habitus, combined
with the increased intrathoracic pressure caused by vigorous
coughing, resulted in an acute lung herniation. Other con-
tributing factors included his previous history of smoking
and chemotherapy treatments.
Asymptomatic lung hernias might not require correction.
However, surgical treatment is recommended in case of
symptoms evoking incarceration, such as pain, or recurrent
infections or for cosmetic reasons.3 Primary closure with
pericostal fixation of the adjacent ribs is usually optimal, un-496 The Journal of Thoracic and Cardiovascular Suless a large defect necessitates use of muscle flaps or pros-
thetic material.1-3
In our patient his postoperative status, coupled with his
morbid obesity, delayed the recognition and management
of his lung hernia, which was found to be strangulated,
necessitating a resection. Although repair of pulmonary lac-
erations of an incarcerated lung might be necessary,4 only
rarely is it required to resect the incarcerated lung, as it was
in our patient. In fact, strangulated lung herniation after an
Ivor Lewis esophagectomy has not been previously docu-
mented. There is only 1 previously reported case of lung her-
niation after domino heart–lung transplantation that required
a lobectomy because of infarction and necrosis.5
In summary, we describe the management of a patient
who had a lung herniation after esophagectomy that was
found to be strangulated, requiring a wedge resection. The
possibility of a lung hernia should be considered in every
patient who had a thoracotomy and who presents with dysp-
nea, a new fluctuant mass, and a pneumothorax. A higher in-
dex of suspicion is required in morbidly obese patients,
especially after an episode of vigorous coughing. Because
of symptoms and possible complications, early surgical re-
pair is usually necessary and offers the best results with an
excellent long-term prognosis.1,2
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